26

Statistical analysis: Alistair S Hall, Rajiv Das, and Niamh

Killcullen

Das, Kilcullen, Morrell, et al

Bertrand ME, Simoons ML, Fox KAA, et al. Management of acute coronary
syndromes in patients presenting without persistent ST-segment elevation. Task
Force of the European Society of Cardiology. Eur Heart J 2002;23:1809-40.

Database management: Peter Tooze 10 Antman EM, Tanasijevic MJ, Thompson B, et al. Cardiac-specific troponin |
Key investigators: M Appleby, W Baig, SG Ball, PD Batin, levels to predict the risk of mortality in patients with acute coronary syndromes.
. . N Engl J Med 1996,335:1342-9.
KE Berkin, JM Blaxill, T Bloomer, WP Brooksby, JC Cowan, R 11 Fox KAA, Goodman SG, Klein W, et al. Management of acute corona
Crook, C Dickinson, S Grant, H Larkin, RV Lewis, S Lindsey, syndromes. Variations in practice and outcome: findings from the g|ob<3,
AF Mackintosh, J Mclenachan, S McGerrary , LCA Morley, 5651652"% :;’f] ?;l;escgmnq")’ events (GRACE) study, Eur Heart J
GW Morrison, CB Pepper, EJ Perrins, MM Pye, G Reynolds, 12 FRISC Il Investigators. Invasive compared with non-invasive treatment in
RJ Sapsford, NP Silverton, JH Smyllie, RN Stevenson, LB Tan, unstable coronary-arfery disease: FRISC Il prospective randomised multicentre
CJP Welsh, GJ Williams, JI Wilson, and AV Zezulka study. Fragmin and fast revascularisation during instability in coronary artery
disease investigators. Lancet 1999;354:708-15.
13 Cannon CPaWeintraub WS, Demopoulos LA, et GPI{ Comiclurison of early
invasive and conservative strategies in patients with unstable corona
REFERENCES . . . . syndromes treated with the g|ycgproteir?||b/llla inhibitor tirofiban, NryEngI J
1 Joint European Society of Cardiology/American College of COI’dIOlO?Y Med 2001:344:1879-87.
Committee. Myocufdlql mFarchc_:)n redeflned:. a consensus documgnt of the 14 Braunwald E, Antman EM, Beasley JW, ef al. ACC/AHA guidelines for the
Joint European Society ~°f‘ c“rd'°|°9)'/A"Te”f:°n Cc)llege of Cardiology management of patients with unstable angina non-ST segment elevation
committee for the redefinition of myocardial infarction. Eur Heart J myocurdid| infarction: a report of the American Co||ege of Cordio|ogy/
2000,21:1502-13. Lo . . . X American Heart Association task force on practice guidelines (committee on
2 World Health Organization. Working Group on the establishment of ischemic the management of patients with unstable angina). J Am Coll Cardiol
heart disease registers. Report of the Fifth Working Group, Copenhagen. 2000,36:970-1062. ’
V‘/'HO Reg P‘{bl Eur Se.r, ]972;82](5"!3?' 5).. . 15 Bavry AA, Kumbhani DJ, Quiroz R, et al. Invasive therapy along with
3 Joint |']'e".‘°h°"°| Society and Fede_rul!on of (;urdwlpgy/_\NorH_Heuhh glycoprotein lIb/llla inhibitors and intracoronary stents improves survival in
Organization. Nomenclature and criteria for dldgn05|s of ischemic heart non-ST-segment elevation acute coronary syndromes: a mekl-cmo|ysis and
disease. Report of the Joint International Society and Federation of review of the literature. Am J Cardiol 2004;93:830-5.
Cg(diology/World Heolth Organization task force on standardization of 16 Keeley EC, Boura JA, Grines CL. Primary angioplasty versus intravenous
clinical nomenclature. Circulation 1979,59:607-9. thrombolytic therapy for acute myocardial infarction: a quantitative review of
4 Fox KA, Birkhead J, Wilcox R, et al. British Cardiac Society Working Group 23 randomised mqfls_ Lancet 2003;361:13-20.
on the definition of myocardial infarction. Heart 2004;90:603-9. 17 Morrow DA, Antman EM, Snapinn S, et al. An integrated clinical approach to
5 Newby LK, Alpert JS, Ohman EM, et al. Changing the diagnosis of acute predicting the benefit of tirofiban in non-ST elevation acute coronary
myocardial infarction: implications for practice and clinical investigations. Am syndromes: application of the TIMI risk score for UA/NSTEMI in PRISM-PLUS.
Heart J 2002;144:957-80. Eur Heart J 2002;23:223-9.
6 White HD. Things ain’t what they used to be: impact of a new definition of 18 Yusuf S, Zhao F, Mehta SR, et al. Effects of clopidogrel in addition to aspirin in
myocardial infarction [editorial]. Am Heart J 2002;144:933-7. patients with acute coronary syndromes without ST segment elevation.
7 Apple FS, Wu AHB, Jaffe AS. European Society of cardiology and American N Engl J Med 2001,345:494-502.
Corl,ege of Cardiology guidelines for redefinition of myocardial infarction: how 19 National Institute for Clinical Excellence. Guidance on the use of glycoprotein
to use existing assays clinically and for clinical trials. Am Heart J llb/llla inhibitors in the treatment of acute coronary syndromes, Technology
2002;144:981-6. Appraisal Guidance No 47. London: NICE, 2002.
8 Meier MA, Al-Badr WH, Cooper JV, et al. The new definition of myocardial 20 Pell JP, Simpson E, Rodger JC, et al. Impact of changing diagnostic criteria on

IMAGES IN CARDIOLOGY

infarction: diagnosﬁc and prognostic imp|ications in patients with acute
coronary syndromes. Arch Infern Med 2002;162:1585-9.

incidence, management, and outcome of acute myocardial infarction:
retrospective cohort study. BMJ 2003;326:134-5.

doi: 10.1136/hrt.2005.067652

Aneurysm arising from the left sinus of Valsalva and rupturing into the left ventricle: a rare entity

exertion of six years” duration. There was no history of angina, syncope, oliguria, swollen

ﬁ 23 year old man presented complaining of gradually progressive breathlessness on
feet, cyanosis, recurrent respiratory tract infections, rheumatic fever, or prolonged fever.

On examination there were signs of mild aortic regurgitation but no features of Marfan’s
syndrome. Transoesophageal echocardiography was suggestive of an aneurysm arising from the
left sinus of Valsalva (LSOV) and rupturing into the left ventricle. At cardiac catheterisation
pressures in all the cardiac chambers were normal and oximetry did not reveal step-up in any
cardiac chamber. The sinus of Valsalva aneurysm (SOVA) was entered with a pigtail catheter
and dye injected here was seen exiting during diastole via a rupture at the tip of the aneurysm,
which had a sock-like shape. The flow was not seen in systole as left ventricular systole
obliterated the site of communication (panel and video; to view video footage visit the Heart
website—http://www.heartjnl.com/supplemental).

SOVA are usually congenital in origin and are also seen rarely in patients with Marfan’s
syndrome or following infective endocarditis. Congenital SOVA most commonly arise from the
right or non-coronary sinus (95%) while those from the LSOV are rare (< 5%). A SOVA
aneurysm arising from the LSOV and rupturing into the left ventricle is the rarest of all SOVA
and in such cases a congenital aetiology is unlikely. No other aetiology was obvious in this case.
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